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MS. MUTTI: This presentation is on rural
beneficiaries' access to care. The draft chapter is at your
Tab G in your background materials. Before | start | want
to offer a couple of caveats. One is that | have just
recently taken responsibility for this chapter so sone of
the material is somewhat new to ne. Fortunately, | have a
few of nmy coll eagues who have worked on certain parts of it
here with ne, so between us we should be able to answer your
guestions, and of course, if not, we'll get back to you.

Second of all, I'"msure you nay have noticed as
you were reading this chapter that there are certain holes
init, parts that we just didn't quite get a chance to fill
out, collect all the information. W certainly intend in
t he next week or so to conme back and address that.
Particularly in the area of the providers that are |ocated
inrural areas, that's really short on material right now
and really just placeholders there at the nonent.

In this presentation | will sunmarize the chapter

and ask for your feedback on one proposed recommendati on
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that was discussed at the |last neeting, and then ask for
your feedback al so on overall content and tone. | think
tone will be very inportant in this chapter.

The first part of the chapter assesses rural
beneficiaries' access to care. It begins by a discussion on
the chal | enges of neasuring access to care and judgi ng what
is acceptable access to care. As we discussed at the | ack
meeting, there's a lack of a perfect benchmark or a
definition of what is acceptable access to care. So we
acknow edge that going in.

Also this chapter relies largely on MCBS data, and
there are limtations to that data. Wile it provides a
good overall national picture of access, it is not capable
of reaching every pocket in the country, so we just need to
bear that in mnd as we consider the results.

As was discussed at the | ast neeting, rural
beneficiaries are largely satisfied with the availability
and the access to their care, both in absol ute percentage
and in conparison to their urban counterparts. For exanpl e,

internms of availability of nedical care, 93 percent of
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beneficiaries were satisfied across the board, both rural
and urban. Satisfaction with specialist care was 95
percent, trouble getting care was just 3 to 4 percent. That
was pretty consistent rural and urban.

The cl ai ns anal ysis supports these survey findings
in ternms of that both the urban and the rural beneficiaries
showed up to be relatively simlar, but there was certainly
a difference. The clains analysis showed that fewer
beneficiaries were getting their needed care.

There were two exceptions to these overal
positive results, and that was renote rural beneficiaries
did seemto show a little bit nore concern for their access,
and pretty much across the board the rural beneficiaries
were nore concerned about the high cost of care.

So we tried to come to sone concl usions about this
information, this analysis, and we start out by saying it's
difficult to nmake a definitive conclusion about the
ef fecti veness of Medicare's rural policies inproving access.
It's just there's not that link that will definitively show

whet her these prograns have been successful, whether they
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were inproperly targeted and that we didn't reach sonme of
our nost renote beneficiaries, or that there was a | ack of
underlying need for themin the first place.

In addition, in this chapter we also note, as |
said, that there's a | esser degree of satisfaction with
access to care in renote rural areas, and we state that this
warrants continued attention. But to balance out that, we
shoul d al so note that the situation does not seemdire,
especially taking into account sone of the use data that you
heard earlier this norning. W were unable to offer any
systematic way of nonitoring access in these real renote
areas in the future, but we do acknow edge that it's
inportant to keep an eye on it.

Then gi ven concern that rural beneficiaries
expressed about cost of care, MedPAC plans to study out-of -
pocket cost and possi bl e changes in cost sharing, such as
coi nsurance rates, that type of thing.

Qur recomendati on, we do have one recomrendati on
in this chapter. This was discussed at the |ast neeting.

It's that the Secretary should eval uate why rural
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beneficiaries are not better represented in prograns that
cover Medicare cost sharing.

This recommendation reflects the fact that while
rural beneficiaries are poorer than average than urban
beneficiaries, they are not any nore likely to be enrolled
as a dual eligible to participate in the QVB program or the
SLIMB program That's qualified Medicare beneficiaries and
specified |l ow i ncome Medicare beneficiary program This
m ght be particularly burdensone that they're not
participating in these prograns given that they pay a higher
percent age out of pocket for Medicare-covered services and
that some of their coinsurance may be going up, particularly
OPD.

As you consider this recommendation this neeting,
you mght want to think if this reaches your threshold for
sonet hing that you want to recommend the Secretary do a
study on. Particularly, there has been other work in the
past that has | ooked at the fact that there are relatively
| ow participation rates in these prograns across the board.

There are sonme suggested, sort of known
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expl anations for why sone of these things occur. Certainly,
sone states, southern states with substantial Medicare rura
popul ati ons may have very | ow poverty thresholds for even
being eligible to be a dually eligible for both Medicaid and
Medi care. Oher barriers that have been identified by other
studies are the fact that you have to have a face to face
interviewin order to be eligible for QB or SLIMB. These
are probably a likely barrier for why that woul d prevent
rural beneficiaries fromparticipating.

DR. WLENSKY: Anne, is there a reason that the
focus is on evaluating on why sonething hasn't happened as
opposed to directing the Secretary to find strategies that
woul d i ncrease enrollnent in those prograns that reduce cost
sharing that are avail abl e?

MS. MUTTI: | don't think that there was a strong
feeling going intoit. | think that would be an acceptabl e
way to reword this in a nore positive way.

DR. WLENSKY: To the extent that we have prograns
like QB and SLIMB and that enrollnent is always an issue,

directing nore effort be nade to increase the enroll nent of
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rural | ow inconme individuals in existing progranms would be
better than --

DR. NEWHOUSE: Wiy just rural ?

DR. WLENSKY: Only to the extent that -- to
increase in general, particularly in those areas where
they're inconme adjusted differentially, poorly represented.

MS. MUTTI: Again, so just rewording, the
Secretary should identify strategies to inprove rural
beneficiaries representation in these prograns, sonething
i ke that?

DR. WLENSKY: Right. | think in the text the
point that Joe just raised, | think it's appropriate to
attenpt to increase enrollnment for qualified individuals in
QwB and SLIMB in all areas. But this is a chapter on rural
access so | think we should particularly focus the
recommendati on on that.

M5. NEWPORT: Just a point of clarification for nme
is that there was reference in the chapter about Med supp
coverage, and we've tal ked about the M+C stuff. This

recommendation is just clearly aligned wth the SLI MB, QVB
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gover nnent prograns?

M5. MJUTTI: Right, and dual s.

M5. NEWPORT: Maybe we want to say that.

MS. MJUTTI: In terns of covering Medicare cost
sharing? Yes.

DR. WLENSKY: | also was confused about that,
because ny initial reaction in |ooking at the wordi ng was
that's because there aren't any M+C prograns.

M5. MJTTI: R ght, we were trying to avoid having
to define QB and SLIMB in the recomendati on.

DR. ROSS: Because we couldn't use the acronyns in
the recommendation. But we'll be clear about that in the
t ext.

DR. NEWHOUSE: M reaction actually is simlar to
t he di scussion that we had this norning about quality
differences. That is, the percentage w thout any form of
suppl enmentary insurance is 17 versus 14, which sounds like a
smal| difference relative to the take-up rate in these
progranms, which | think is nore like 60 or 70 percent across

t he board. So it's in that context | think we should talk
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about -- it's really very simlar to nme to this norning's
di scussi on.

DR. W LENSKY: Ckay, then to reword this
recommendation, just to nmake efforts to increase the
enroll ment in progranms that cover prem um deductible and
cost sharing for eligibles.

DR. WAKEFI ELD: Was it in this chapter or
sonepl ace el se where you reported out data on Medicare
beneficiaries' perception of access to or utilization of
services -- | can't renenber what the issue was -- rel ated
to cost? It's in this chapter and it's in this section?
Because | think that's an inportant point to appear
al ongsi de of this.

DR. W LENSKY: Maybe you could try to reword this
slightly and | et us |ook at the specific |anguage in the
nmorning. But ny sense is there's agreenent on the sense of
the recommendation. We'Ill look at it and then do a vote in
t he norni ng.

M5. MJUTTI: | just want to be sure that you're --

there's one nore slide and just one nore point to make. The
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second part of the chapter tal ks about Medicare rural
progranms, for lack of a better term and it sunmari zes
hospi tal -based and rural health clinic progranms, and tries
not to overlap with what Jack has done but we'll refer to
that. But we really spend nost of our tine tal king about
t he Medicare incentive paynent program and then tel enedicine
pol i ci es.

As we discussed at the last neeting, we weren't
going to nmake any reconmmendations with respect to the
Medi care incentive paynment program because we were awaiting
an evaluation by RAND, the final report which is due to cone
out later this year and you were | ooking forward to havi ng
those results before maki ng any recomendati ons. Al so
there's an ongoing effort to change the HPSA definition that
woul d be interesting to see how that turns out. So
consistent wwth that, we have no recommendation in this
draft.

At the last neeting we al so tal ked about draft
recommendations for tel emedicine, particularly the store-

and-forward technol ogy. Upon further reflection, we would
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t hat

route. We would point out that BIPA nade a | ot of policy

paynment changes that have even yet to be inplenented. It

m ght be worthwhile to see how those play out, get a little

experience with that.

Al so, there are two denonstration projects that

are going on that are financed through HRSA, | bel

i eve. [

may have the wrong agency -- but not HCFA, both in Al aska

and Hawaii that are using store-and-forward technol ogy.

Bl PA required that Medicare reinburse store-and-forward

technology in those two areas. So in a sense, there is a

denonstration on reinbursing this technol ogy and

t may be

worth waiting for sonme results fromthat before we go

forward and make our own recommendation. So at this point

staff have no recommendation on this topic.

DR. WLENSKY: Joe, did you have a coment?

DR. NEWHOUSE: This is really a comrent

on tone.

We start off, the first fact we cone to is the disparity in

resources in terns of doctors per person in rural.

really only makes sense if you say that the rural

That

popul ati on
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tends to use rural providers, although you ve been a little
better here and say, it's not surprising that they travel to
urban areas. But it may al so be the case that the nearest
provider is actually in a nmetropolitan area for the --
there's a substantial share of the non-netropolitan
popul ation that lives in counties that are adjacent to
metropol itan areas, as our data show. For that group, their
cl osest doctor may be in the netropolitan county.

This presunes that if you're in -- the rura
popul ation uses only rural providers, and the netropolitan
only uses netropolitan. That |ast assunption is about
right, but the first assunption needn't be right.

So maybe just pointing toward the fact that
al though there's going to be these disparities, in fact when
we get to what we think are better neasures of access |ater
in the chapter, those neasures don't show anything |ike the
kind of disparities you' re showng in the resources here.
This is what's usually trotted out to indicate problens. |In
fact we have quite a bit nore to say than this, and we ought

to signal the reader that this is certainly not the whole
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pi cture.

M5. MUTTI: So I'lIl just revise the lead-in to
that discussion to point that out.

DR. WAKEFI ELD: On the Medicare incentive paynents
|"d just ask you, if you get 20 seconds to maybe give Gary
Hart a call out in the state of Washington. | think he's
| ooki ng at issues around participation rate of physicians in
this program and what mght be driving their selecting in or
not. Because at |east anecdotally there's been sonme concern
about the audit rate on bonus paynents. G ven that these
are not very high at the front end, it may well be that
there's sonmething el se going on and he mght be able to tel
you sonething that could be incorporated in here.

| al so have a nunber of comments on the discussion
about rural health clinics and anbul ance paynents, et
cetera, but | amsure ny coll eagues here would do ne if |
i nsisted on going through all of those, though you asked for
tone. So I'll go ahead and just e-mail themto you or
sonething, if that's all right. But | do have a nunber of

comrents on tone.
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DR. BRAUN. | just wanted to bring up, in the area
where you' re tal king about the propensity to seek care you
tal k about there being very little difference even in renote
areas, but then the paragraph goes on to theorize on
potential barriers to care. |'mwondering, that doesn't
seemto hang together. |I'mparticularly alittle bit
concerned about the anecdotal situation with the dental.
Sonmehow there's a value thing in there that worries ne a
bit.

Al so under the clainms analysis findings, | think
that's a good opportunity to talk about neither 71 nor 73
percent are acceptabl e val ues of needed care. | think
that's a good place where we could bring that out.

There's one other thing | wondered about. On the
top of page 15 you have, by design, Medicare does not
provi de conpl ete conprehensive health care coverage. |'m
just wondering what the by design is. |'d rather see that
| eft out, because it seens to ne when Medicare came in, the
design was to have it sort of equivalent to what woul d be

private insurance. The fact that it's wandered off fromthe
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original design is sonmething else. But | really don't think
it was by design, at |least not fromthe begi nning.

M5. MJUTTI: | have no problemw th that. Good
poi nt .

On the propensity to seek care, I'll go back and
see howit reads. The intention was to lay out the
groundwork for saying, there's reasons to think that there
woul d be a | ower propensity for rural beneficiaries to seek
care, whether it's referral patterns or sociocultural
reasons, but the research we did didn't show that disparity.
But et me make sure that it reads right.

DR. W LENSKY: Any additional comments? By al
means, Mary, give the detail --

DR. WAKEFI ELD: To them right? Though |I'd be
delighted to go over themw th you right now, believe ne. |
have all ny notes right here.

MR, DeBUSK: Let's vote.

[ Laught er. ]

DR. WLENSKY: Do you have enough gui dance for

revisions, particularly wwth Mary's extensive comments to
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conme your way?

M5. MJUTTI: Yes, so the two points that I'mtrying
to -- actually just to be sure -- is that we want to be nore
positive and identify strategies to increase participation
in these prograns, and we want to better define what these
prograns are by saying that they are prograns that cover
prem uns, deducti bl es, and coi nsurance.

DR. W LENSKY: Governnent prograns. \Wen | | ooked
at this ny imedi ate response, since nbost people attenpt to
cover the coinsurance or mssing pieces of Medicare through
private supplenentation, is | didn't inmrediately think of
public prograns.

M5. MJUTTI: Right. No problem

DR. WLENSKY: W'Ill then do the vote on that
tomorrow. Any further comments fromthe conm ssioners
before we go to public comments?

Thank you.

We're going to turn now to public coments. 1'd
like to ask the commenters to try to keep their comrents

poi nted and bri ef.





